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SUMMARY

Over i pen-oriod of I/, I mouths. i ,lu/v 05/1 through 3/ D)ecember 1955.
exchliding tak"off a(d mid-air collisitol liccideni.. I/it, hUni'ted States Air Force
expierinc'ed /91. undeter4i"r me ni ajor /0l aircraft accidents with 206 fatalities.
A.)" ,..l. sis of 'ach of t/ihsc icidents iidi.tliw's that ia .'32% (a9 of 194) hypoxia
could hirl(, bho'n ta possiblh cause factor. In major aircraft accidents the hypoxia
rate per 100,000 flights for o/l Je't aircraft /or I/it' stille 18 month period was
2.00. i.e.. 2.4.1 for jet fighters. 0.0 for Jet hammhtrs. and 1.77 for ijt trainers
(T''-33). /I lpoxia rules b. aircraft type r''ealh'd that thi F-80 had a high of 5.78,
the F-84 had 3.32 and Iit' F806 hod 2.09. The Flyiing TAPI Non-.atal llypoxia
Incident Reports far the l .IJy I/054 through 31 Deccmber 1955 period gave
55 definite hypoxia cases from thi' 7.3 submiitted reports. All (if the Flying TAP'
ic'idents were replorted in the T'-33 aircraft. These, hivpoxic incidents give some

Insight into the reasons tchv antd hin hylipoiia occurs in eit aircraft. Some factors
(ire: improper mask fit; dirtv or lehakY va/its; malfunctimon of i/hc regulator;
separation of ih/ quick disconmicci; 11d loss of cti in pressuiization. Recom-

medtled corre'ctirit action for thi/ prricution of hypoxia' episodes, titd ihereb'y
possible mtcit/ctls iilcldh': (1) stricter o,• vqt. disciil' with Irequent iinilgiht
ox)'gon s vsim checks; (2) 1'm phasis on traiiiiing thei 't pilots to check their
cabin pressurization a(nd oxygn Si itint" a itaionaical/v. atid as frequently as they

do their fuel sistemi (3) the fostering, of i lettler pihlt-flight surgeon relation-
,ship to insurhe I/' repor-tiig of /l poxic occurrences, resulting in correctiv' action:

(4) insuringi a proper lit with a cleau oxytge'1 m1s(k; (5) exp'dite the distribution

o(f it'e MC-3 connector, piick discoittel oxyvg'a icarning di,'ice to the field as
soon (s possible; (6) i/it' tiizuation bY all mfi~iir coaumm l'Is of a reportiNg
system for hypox.vic occurrences similtir to that If /'/vin.i'( TAP.
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HYPOXIA AND UNDETERMINED JET ACCIDENTS ~

1. PURPOSE d. The Flying TAF Non-Fatal Hypoxia Incident
of tis ws: () toRep~ort is an effective tool in determining and en-

1. Ihe purpose otisstudy wa:()t ee- gaging problem areas in hypoxia.
mine the number of undetermined mnajor' jet air-
craft accident,,, excluding takeoff ant]md -ai e. Hypoxia episodes occur frequently in the Air
collision accidents,; (2) to individually scee tie Force, especially in jet fighters. However, they are
accidents for hypoxia as a possible cause faictor' ignored, not recognized, or lead to a fatal accident,
(3) to review and consolidate the Flying TAF Nol- hence they are not reported.
Fatal Hypo-xia Incident Reports in T-33 aircraft; f. The major aircraft accident hypoxia rates per

4..(4) to analyze and compare data for- anl explanation 100,000 flights for tlie same 18-month period men-
of a pwerentage of undetermined accidents, (5) to tioned above are as fo!!Lws: Ali jet aircraft 2.00;
compute hypoxia rates in Jet aircraft per 100,000) jet fighters 2.44, jet bonibcrs 0.0. and jet trainers
flights; (6) to establish recommendations for pre- (T-33) 1.77. The above rates include the 22 hy-
vention of future hypoxia accidents-, andl incidents. p)oxias in major Jet aircrlaft accidents where the

primary cause was listed as other than an unde-
2. If. CONCLUSIONS tet-ie ciet Hyponxia rates computed by the

2.It is con-luded that- aircraft typ~e reveal thai the F-80 has the hizhest
rate of 5.78; the F-84 is next with 3.32; the F-86

a. One hundrc-4 and ninety-four (194) cause has 2.09 and the T-33 has a rate of 1.77 which is
undetermined major jet aircraft acieri~lrts (exclud. below the 2.00 for all jets during the period ofI
ing takeoff and mid-,air collision accidents) oc- Jujlv -11154l through 31 December 1955.
curred during the period i July 1954 throtugh :31
December 1955. Tnl 59 of thiese cases the altitude g. The hyp~oxia rates ~n aircraft which have two
prior to the accidlent and other factors suggested Or 1ni0r1 Crewmembers are below the mean average
hypoxia as the p~robable or possible cause. III addi- lor all jet nircraft. This would indicate that crew
tion to the .59 there were. 22 probable hyvpoxias ill oxygen disciptline is more (4ffective than that of a
major jet aircraft accidents in which the primary 11JiltTieoofghrploisrbayto
cause was listed as other than un determi ned, procpeeihte util ak flvn h

aircraft to be fully conscious of the potential dan-
h. sevenity-tb ree (73) Fl Sing TAV incidenrt lb-ofblAil

por-ts for the same I 8rnonth period indicii of that trso pixa
-i po\i a deiitl ocured in -5 cases. This ,how.4 Ii. The int roduct ion of new oxygen equip~ment

hatIt poxa i area an frquet v ocimrrie wllnot el iminate all of the hypox ia problems.
p~henomellon. Oil several occasionis tle n-~pesence of B-357 crews wearing the MC-1 partial pressuire suit
a secondl crewmen-iler it, the T[-33 aircr~a ft at he1 recen~tly ,h ad thIiree liypoxic (nion accident) episodes.
time of thie hypoxia episode, vciy pruliably pie- Th IMIt'Cstlf of tihe ine(idlCIts was the dliscneclleting of
vented another fatal jet accidfentI ON %II Vl enhe(oInigfo h aeoa)a

c. Astuy o theF~xng \ 1l'-J(lls ** t qu.i;Ck diiseonneo-t position onl tile manifold block.

that lipxt.Io(((erS not fiiy steiiioils] N" ))ti'ltl ricr i. Dt-fectiv(' and1 malfuncetioniing oxygen regu-
for dfrleff.nt prevenilable reisolls. 'Ihitste car lin- lators (Ind o(tiver oIxygenl equipl~inelt installed in

briefi', S:UIi'lfllarim.-ll as: 33,4( due to impr~op~er Imask i\I' V' it;at orntiit t1) reai a rob . Fro
fit and /or lo()5(. or dhirv valvesý ill tile o\%gn IMt~sks- 'Khinialux 10:55 thmrough :t) June 19565 there were
23'7c dueit to scorahllri~i (If tIII( oxygenllS hoseot11k 1.6 Tt) risatisfaciory RvIports sufmnitted on till types

(fis('(nlll(' 22.'/ dtin Io d~ci-etiv rli.tulalrts; and lof o.\Y vtli rit-lalotrs installedl in all tyýpes oft ~USAP'
th e rliaillfflndel 11llSell eti-I olionitiii %vitO 1liltliit. tIl D-)2 1l!Illatl 1 1.1d [a he 1ost I Ulnsatis-

!,)alla 1", o (f tihe ((1115( for. Ilii hIlmNia bell'il, faittr,,' hBelmis for1* he f1-liod~. i~e. 77:3. The A-1 4
iri1knolwh. ir'ui :itor kas tIhe next wilh 756 I osatisfactonY Bie-



p10l atnd i~ thle D-.1. regn l lator hadt 112. The reliat ive 11. k/laIfin ict ion of de fect ive ox ygen qipC al)ment
iiiadequzwy oif the various oxygenl regu lator types installed ini USA F ai rcra ft shouldl be reported
canniot be detterminiedl at this timeo, silcev informia- ilitilediately.
lion oni the total liiuiiiber of ech ti I ~p in Service is

lacking. The defects in the( regulators, were pri. IV. FACTUAL DATA
mnarly. leakage of oxygeni due to (deterioration or 4A nls fteudtrie ao e
rupture, of, the diaphrlagmi, anld/or internal mial- 4Aiaayi fteudiri ao e
function of' the' regulator. There were 367 tilJasat- airftaccidents, exct Jluinig all takeoff and midi-

aircolisin acidntsfrom tile cmuain o
isfactory Reports sublimnitted onl oxygen equipment airl perliion ofccIJeuty 1.954 th puatonh fo.DeebrU
other thian regulators which were installed in UTSAF tepro fIJl hog 1Dcmeair at .uatsatr ~~mMt u X~i 1955 is shown in Table 1.
ulamors 011(1 oxygen equiilmpent Installed in the all'~ 5. The total numrber of major aircraft accidents
craf t were subi .ii t ittd at a rate(i f 16.0 perI 100,000) ii tflie IISAF1 for the samie 1 8-month period was
flights for the per-iod I January 1955 through :30) 2,551 accidents, which resulted in 1,220 fatalities
Junie 1956. an1( a dollar logs for the aircraft alone of $450,-

407,1393. Of the. 2,5511 niajol' aircraft accidents,
Ill. RECOMMENDATIONS 19%/ or 497 were undetermined accidcnts in all

3. It is recommendted that: types of aircraft. Of the 497 undetermined acci-dlents, 194 were in jet aircraft, fighters, bombers,
a.Iiview of the larg_ýe number of possible hy- and( trainers, excluding all takeoff and mid-air col-

poxasvhchoccurredl in major jet aircraft acci- lision accidents. Ini these 194 undetermined acci-
detsan te .5hyoxa ncdet, i T33aicr-it denits 206 fatalities wrreotdantial aircraft

reported by Flying TAF, greater, emphasis should dollar lo"s of $68,445,049 was sustained.a
be placed on checking (1) the fit of t he oxi-l eabeI iesa

6. TbleI gvesallevaluation by aircr-aft type.mnask; (2) the cleanliness of the mask; (:I) the listing the number of accidents, the altitude andoperation of the inspiration andl exvpiration vlves,(' .h pjvbliyo 11kpoxia as a cause factor. In an-
(4) the oxi-gen mnask and hoses for cracks or other tl 0~liivomark (leerirotin ; 5'~tue -r lyzai, tile 194 cause undetermined jet aircraft

of ~. prpr unzonO~ ccilettsthe possibility oif hypoxia was determined]
Ute~ ~ ~ ~ ~ ~ ~ ~ ~~~~b takuao;()th x.espl: 7 h'fn-ing into consideration: (1) the altitude Just

tionlim, of the cabin pressurization; ano (8) the b a~* ciet 2 nteukonattds
security ~ ~ ~ ~ ~ ~ ~ ~ lih ofteple oe 1 w dsonc. ~ 2'-jans geneieallv indicated] altitudes above

b. Increased] emiphasis bie placed on oxyvgenl 20,000) feet; (:3) manintenance records of faulty
dliscipline. clabin plressurization, (4) operating condition of the

c. Frequent inflight oxygen syvstemi checks be oWxygen equip)ment as per available recor-ds; (5) rec-
re-emphasized. ords of compliance with T.O.s g~overning insiuection

an(1 maintenance of oxygen equipment; (6) postd. Whenlever. possible, the flight silrgeonl, p~hysi- accidlent examination Of oNNygen eqfuip~ment. (7)ol o-i cal t r a mu ug oflice in, pierson al equipmientee ofive r,
andh flight safety offieri should make frequent in- cnet011viecaatrsiso n -doms

specionsof'oxygn eqipmnt ad sv~em, asist sages Just prnior to the accidlent; and( (8) any otlher
specion ofoxyen euipentan~ sysems asist factors notell] in the Form 14, or special investiga-
in xygn msk ittngs amt etabish(-a~l)Irtwit toln w16chi might give a clue to the accident cause.

the al rctews so that reporting of 1 yto)\ia all(1 other- ~iI i11V(ftee(8ueulee-ie e ciet
Unusual inuci dents will b~e made i mmedi atel y with -

out r-icrvat in. -revealett that Ii Joxi a could have been a plossible
factoir in 32%,(, i.e. .59 out of the 194 accidents.

e. A plaun siliii lar to the FlyVintg IA F Hypoxia Tab "A c-ontainms six briefs fromt the .59 pmossi ble
Tincidents Riepourt, be conisidered ) valx c1 oliinialiiih hypoxia accidents. Tab~le 11 lists the 194 undeter-
,is al useIful ile-iis of reeorl-ing aid correcting- de mIned Wet ahcicidets I~v aircraft typie andI mrodel,
ficienciCes ill revgard toI (xlxv eii systems, wh ile Table Ill gives the fat oh tics)by a ircr-aft t vpe

f. The (listiihlbitloii of connluectori N( -3, stock 011(1 ill(Idel.
nii rldr 5309-5513:3577, qui(:k disconulect oxygen) 7. Duin the Salie( 1 8-nionith periodi, I July
warning d1ev ice to the field as soon as the l'?lginvee-- 9i.h h 3hccubr15 HVn
ing chiange propotasal is triunjletd, bv v 1h('(htcdh. ported 73 iiicvidleiis ill thle T-33 lii rci-aft of whihel

I' lollstiI raimlimig 1C0l]ll4 inls[tul iol1l ~in thie 55 wer-e tlofitiiie hixvmoxic episodes. 'table IN' ,i\ves
lise anid liniitatimjns (If' alY nue w oxygel, eltuitmnieut. a tireakilowui (If' dime ellusv'5fo tI'me i3 Inidiients.



Tabv A isa -uniiar of te seciic alle fctos hat'itleat il te T33airraf, hpoxa icidnt

for the 55 hvpoxic incidents ill the' T-33 ai ri-raft. It occur about three timnes as frequently as do pos-

will be noted( that ove -% of the hypox ic episodes sibtle or suspected hypoxias which are involved in
wer du tothefirst three causes. i.e. (1) loose accidents.
rxgilmsk 11 . Table VII gives a summary of the Unsatis-

retilltor; ad () oygn qickdisonnct 'e-l- factory Reports submitted onl oxygen regulators
raton.I'l(, auss o' o11v to lvpoi~iiliidets during the periodl I January 1955 through 30 June
coul no bedetrmied.The :1 l~ig TF ici. 1956. Trher-e were 1 ,76) 'Unsatisfactory Reports
delts ccuredto evn ilis ruto stw' raed ilos, written onl all type~s of oxygen regulators, e.g. 773

flyng d00Sudel wth thei isructondrs Tob ~stuen,, onl the D)-2; 756 onl the A-1 4 and 112 on the D-i.
f~vn-dul iti her nstucor. ab"B i a The piaydefect i l(reuaoswas oxygen
Sanpleof Flin TA Hyoxi Icidnt epot eakaeiu to (I1) deterioration of the diaphragm,
Tab C" ontans wo sver andtwomodeate (2) rupture of the diaphragm, or (3) some other
Flyig TF hpoxa inidet bief, I~I) ) P'~> internal failure. The malfunctioning of the warn-

sents ~ ~ ~ ~ ~ ~~r thlx -ce aafo h iigl1 l' ng li ght and( the flow indicator was also indicated
poxia Incident Reports in table. form, in a number of Unsatisfactory Reports submitte-I

li8. Probable and] possible livpoxias which oc- on the D-2 regulators.
*curred in ma jor- jet air-craft accidents for the periodl 12. Table VIII lists the t'insatisfactory Reports

I July 1954 through 31 December 1955, were written for the period 1 January 195~5 through 3t)
used to comp~ute hypoxia rates per 100,000 flights. .June 1956 on oxygen equipment installed on all
Table VI gives thie hypoxia rates per 100,000 tvypes of UISAF aircraft and on oxygen service
flight~s in the various jet aircraft. Rates were corn- eqruipment. TIhere wvre :367 Unsatisfactory Reports
puited lwY individual aircraft type a., well as by- submitted for- oxygen equipment installed in air-

*fighter, bomber and trainer groups. The hiTpoxia crf.Teeincluded deficiencies in liquid oxygen
r-ate For all jet aircraft for- the 18 months was 2.00. converters, oxygen cylinders, hoses, lines, coinnec-
The F-80 aircr-aft had the highest rate with 5.78 tors and valves. As in the oxygen regulators. leak-
and the F-84 was next with 3.32. The F-86 -was age of oxvgen was thle prime deficiency in this
close to the mean average for- all jets with a rate equipment. However, some reports were concerned
of 2.09. The two place F-89 and F-94 aircraft had With deeci 1-o inaccurate aircraft oxygen gages.
about half the rate for all jets with 1.01 and 1.24 Unsatisfactory Reports on the ground oxygen serv-
re-stectivelv. The T-33 aircr-aft was also below the( ice eqtuipment totaled 156 and were submitted
all-jet rate with 1.77. The bombers had no dletected mos0tly o0 the various oxygen service trailers and
hynoxias during thle 18-month periodl undler con- hose 'assemblies.
sidleration, hence had a rate of zero. However, liv- 1:3. C:omphutationI of the rate of' Unsatisfactory
poxia was in .VolVed in some minor ac-cidents ad Reports submitted on oxygyen r-egulators and the
incidents of jet bombers. In April 1956, a B3-471' Lgnetlpet;salc nalUA icat

aircaftwas nvoved n amajo aicraf acide tiDer 100,000 flights was 16.6. The rate i5s actually
when the pilot became hypoxic due( to a dleterioirated highier since the computation was based on all of
oxygen mask and no p~ressurization. the flights made in all types of airci-aft with or

9. The hiu-h hypIoxia rate for the F-80) airicraft without oxygen equipment, duiring the peiiod 1
may lbe attributed to the fact that (I) tile mnaiority January 1955 to 30 JTune 1956.
of the flights were performed by .\i r Nait iiial 14, One- major- commnand in recognition of the,
Guard an(l act:%'e or inact i v( reserve officers riot h ao i, ;nobhrn in the '1'.33 a ircra ft, has restricted
on extendedl active dulyv and (2) a la rsr numbner fl ighits of ibis aliic raft to a maximum cabin pres-
of 1 Thsat isfactorv Reports onl the A -14 regulal or suealt itud(I of' 20,000) fuet when aol v one rated
were from t his 1 vpe aircraft, Tn additIion, it is piilot Is aboard. This decisionl was basedl onl sever-al
ponss -ht that los' of' piesslri reat itt (Iax (-l a Sig tion-fat al hy pox ia incidents experienced in the T-33
ni fictntt role as a vont ribntilg factor. alrcl-aft. O ne of the hypioxia eoisodes involved a

10. The Training (omniamo flew 1.128_59 I senlior StaX officeri who was able to recogntize the

flights in the( T-3:3 aircra ft for the period 1. July symptlomns arid lreover. Ol another occasion the
1954 thi1oLi11h 31 lDeceMbV1r 19.55. A hypIoxia' mnCi- pilot was retidereil uiicotiscious from h!Ypoxia and

dlent rate of 41.87 per 1000000O( !lights for the T-33 a non-rated. pa ssrnger Was able to control the air-

aircraft was computed, using tdie 55 hytoxia in-i- era ft to a lwraltitude where the pilot subse-
dents rvportdliýbV1. liing T.\ 1. This Would indicate, (1inli1tli recoveredl.
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TABLE If
AIRCRAFT DESTROYED BY TYPE AND MODEL IN THE 194

UNDETERMINED MAJOR JET AIRCRAFT ACCIDENTS,
EXCLUDING TAKEOFF AND MID-AIR COLLISION ACCIDENTS

,II:. - 1 July 1954 through 31 December 1955

"Aircraft Total Aircraft Model

Type Accidents A a C D F F G K
% %0

T-33 53 53
F-80 9 1 8
F-84 35 1 4 11 19
F-86 70 6 30 2 31
F-89 4 1 3
F-94 7 2 5

F-100 6 4 2
B-47 4 1 3
B-57 6 1 3 2

TABLE III

206 FATALITIES BY AIRCRAFT TYPE AND MODEL IN THE 194
MAJOR JET AIRCRAFT ACCIDENTS,

EXCLUDING TAKEOFF AND MID-AIR COLLISION ACCIDENTS
1 July 1954 through 31 December 1955

Aircraft Total Aircraft Model

Type Fatalities A a C D E F G K

T-33 70 70
F-80 7 1 6
F-84 36 1 3 13 19
F-86 51 5 18 1 27
F-89 5 5
F-94 13 6 7

F-100 1 1
B-47 14 3 11
B-57 9 2 4 3

TABLE IV

SUMMARY OF ALL THE FLYING TAF INCIDENTS IN THE T-33
1 July 1954 through 31 December 1955

Cause of Incidents Number

HYPOXIA 55
Hyperventilation 8
Odors in Oxygen System 6
Bends, Altitude 38,000', Cabin 34,000' 1
Other Caus6s 3

Total 73

PSS

Vi



/ TABLE V

SUMMARY OF THE 55 FLYING TAF HYPOXIA INCIDENTS IN THE T-33 AIRCRAFT
I July 1954 through 31 December 1955

DEGREE OF HYPOXIA

CAUSE OF HYPOXIA SEVERE MODERATE
• ~ ~1. Loose mask and .,or defective valves (e~g. dirty) . .... . .-1 . .. .. 17

2. Faulty, Regulator (leak, etc.) 1 11

3. Oxygen quick disconnect seraration 2 11
4. Removal of mask 1 2

5. Improper oxygen settings or cabin pressure 0 2
6. Contamination of oxygen7. Leak in tubing 1 0

8. Crimped oxygen hose 1 0
9. Foreign matter in oxygen line 0 1

10. Undetermined 0 2

TOTAL HYPOXIA INCIDENTS 8 47

TABLE VI

MAJOR AIRCRAFT ACCIDENT
HYPOXIA RATES PER 100,000 FLIGHTS IN JET AIRCRAFT

1 July 1954 through 31 December 1955

Number of Hypoxias in Major Jet Aircraft Accidents

Aircraft Primary Cause
AircraftTotal

Type Undetermined Determined Hypoxias Rate

T-33 24 9 33 1.77
F-80 5 2 7 5.78
F-84 12 3 15 3.32
F-86 16 7 23 2.09
F-88 0 0 0 0.0
F-89 1 0 1 1.01
F-94 1 1 2 1.24
F-100 0 0 0 0.0
F-101 0 0 0 0.0
F-102 0 0 0 0.0
B-45 0 0 0 0.0
B-47 0 0 V 0.0
B-52 0 0 0 0.0
B-57 0 0 0 0.0
B-66 0 0 0 0.0

All Jet
Aircraft 59 22 81 2.00

Jet Trainers
(T-33) 24 9 33 1.77

Jet Fighters 35 13 48 2.44
Jet Bombers 0 0 0 0.0

6



71

TABLE VII

UNSATISFACTORY REPORTS ON OXYGEN REGULATORS

1 January 1955 through 30 June 1956

OXYGEN REGULATOR TYPE TOTAL

QUARTER1 A-9A A-12 A-13 A-14 A-IS A-21 D-I V-2 UNSATISFACTORY
REPORTS

I1st, 1955 2 11 0 124 7 15 86 90 328
2nd, 1955 0 4 0 189 13 12 18 183 426
3rd, 1955 0 10 0 167 6 9 4 134 330
4th, 1955 0 5 0 109 1 9 4 138 266
1st, 1956 0 2 0 98 2 3 0 117 222
2nd, 1956 0 2 1 69 3 2 0 111 188

Total 2 34 1 756 32 50 112 773 1760

TABLE ViII

UNSATISFACTORY REPORTS ON OXYGEN EQUIPMENT INSTALLED IN

AIRCRAFT AND ON GROUND SERVICE EQUIPMENT

1 January 1955 through 30 June 1956

OXYGEN EQUIPMENT Total
URs per

Quarter Installed on Aircraft Ground Service Quarter

1st, 1955 22 14 36
2nd, 1955 96 28 124
3rd, 1955 72 31 103
4th, 1955 49 18 67
1 st, 1956 39 13 52

2nd, 1956 89 52 141

TOTAL 367 156 523

7
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TAB A

UNDETERMINED JET ACCIDENT BRIEFS

Brief No. 1 F-80C complied with. The pilot's MS-22001 mask was

The pilot was on a routine night navigational issued on 16 November 1954 and the last inspec-
training mission. At 25,000 feet the pilot told the hon was in January 1955. The 30-day inspection
flight leader he was tired and was ising 100/% on the mask was overdue. It was pointed out thatthe MS.22001 mask is insatisfactory in that minute
oxygen. The leader noticed a change in the pilot's foreign particles can render the mask ineffective.
voice when he acknowledged the weather. The next
and lasi transmission stated that the pilot was in The recommendations were that increased em-
a spin. Both the aircraft and pilot are missing. The phasis be placed on (1) the proper monitoring ofpilots wallet was found on a beach, and conse- medical examinations as prescribed by current di-
quently it is believed the pilot and aircraft were rectives; (2) proper issue, care and inspection of
lost at sea. Hypoxia was considered as a possible O:xygen equipment; and (3) inflight and preflight
cause factor; the hypoxia probably due to sepa. checking of oxygen equipment.
ration of the quick disconnect, faulty hose connec-
tion, or poorly fitted mask. Brief No. 3 F-84C

Recommendation was that more emphasis be Four F-84 aircraft on a ferry mission were flying
placed on altitude indoctrination for all pilots, es- at 310,000 feet when No. two man disappeared from
peciallv those who (10 not have the opportunity to formation. Witnesses sta'_ed aircraft emerged from
obtain complete information and training in Air clouds in an approximately 500 dive, crashed and
Force flying and ground school activities, disintegrated in the center of a street in a residen-

tial area. The accident was fatal to the pilot, one
Brie/ No. 2 T-33A civilian and caused major injuries to four civilians.

The pilot was flying on a local daytime profi- The pilot's body was found approximately 600
ciency mission (30,000 ft.). No radar or radio feet from the point of impact. Only minute portions
contact was made with the piot., T . r. ,a , t -ehmet w-re found- Sh,,,d--- harness and
seen in a steel) dive, with wings rotating slowly, safety belts were torn from the seat moorings. The
The T-33 struck the ground at approximately a faslening buckles were found in the locked posi-
600 angle. The duration of the flight was one hour Lion, indicaling pilot was still strapped in seat at
and thirty minutes. The pilot apparently made no the tim,.- of impact. Since only fragments of oxy-
attempt to eject. The landing gear, wing flaps, and gen system were found, the boaid was unable to
dive brakes were all retracted. There was no evi- ascertain whether there was arc oxygen system fail-
dence of material failure. There was no indication tire or whether the pilot became disconnected from
of an attempt to abandon the aircraft by the pilot, his oxygen supply. Il?,covered fragments of the
The canopy initiator had not been fired. The ejec- high pressure oxyg-{n cylinder show that on impact
tion seat catapults were flattened by the impact. the cylinder -xploded, i.e. the forces were from
There was no evidence of an inflight fire. The pilot within lte ine outside, indicating there was pressure
was fatally inju,-ed. in the cylinder at the time of explosion.

A special investigation revealed that the most Most irnobable cause of the accident was listed
probable cause of the accident was that the pilot as hypoxia. The p)resence. of oxygen anti-seize com-
became physically incapacitated during the flight, pound and soai solution on the oxygen pressure re-
from hypoxia or an acute medical catastrophe. The ducing valve inlet were found and suggest a restrie-
Pilo- was alpprona'e-y" tf' two ,,,,t ..... , fr lion of the delivery of the o to the
his annual medical examination, The oxygen mask The pilot had a total of 3842 hours, but only 63
inspections at the pilot's assigned base were unsat- hounrs in the [-84, with only 6 hours in the last 90
isfaclory. Oxygen equimilient T.O.s were nlol ewiig dlays. The flight leader aold one xwingman both stated



that the last transmission received from tlhe pilot joined the wingnman who had banked right and half

- might. have been "weak and strange" or "rather rolled to an inverted position. The leader informed
unusual." Shortly after this transmission the No. him of this fact and the plane was righted. Very

two man disappeared ft'om the formation and the little horizon was seen when looking into the sun.

flight leader's calls were not answered. Tihe pilot then made a wing over to the right and

Tle flight suirgeons recommendations were: (I) disappeared into the clouds. No response was re-

ýremphasize and re-emphasize to all pilots the im- ceived to radio calls. The plane was found comr

portance of proper fitting and care of oxygen ,,:asks pletely demolished and parts of the body were re-

andll personal equipment; and (2) clndtu.;• -,r-,iodic covered approximately 60 hours later. The cause

inspections and tests of oxygen servicing U;1its, of the accident was undetermined. The Board felt

storage bottles, and aircraft oxvgen systems to in- that it was probably hypoxia.

sure a pure oxygen supply. This Air National Guard pilot had a total of
"1988 hours, with 350 hours in this model aircraft.

Brief No. 4 F-86A Recommendation was that a study should be con-

On a practice combat formation and tactics fligiht dcted for a positive oxygen mask warning light if
mission, at 30,000 feet No. four aircraft unex- hose is disconnected.

l rolled out of formation into a steep right
tu•: ." •, pilot made no apparent effort to recover BriefNo. 6 F-80C
from the spin or to eject from his aircraft. Repeated The pilot (inactive reserve) departed at 1042
calls to the pilot from the flight leader to eject were CS nawendavgtoltringfgh.Ls

unheeded. Thinking pilot had possil-, frozen at relorted at 1134 CST and declared missing at 1343

controls, leader even called procedure to eject; but CST. The wreckage of the plane was located at

aircraft continued to spin until it crashed into a 1621 the following day. Investigation revealed that
snow-covered mountain. Although the aircraft ex- ground in a vertical

ploded and disintegrated on impact, the pilot's aircrafthourn Disintegration

charred torso was found still strapped to the seat. occurred on impact and ensuing explosion. Pilot's
T'his Air National Guard pilot had a total of :,88 body was disintegrated. There were no signs of the

hours with 94 hours and .35 minutes in this model pilot's oxygen mask or helmet. The safety belt was

ait craft. A three-month inspection on the F-86 air- found still fastened. The parachute was blown off
craft oxygen system and components had been per- during the explosion and the canopy shroud lines
formed according to T.O. IF-86-6 on I March 1955. and back were found 150 yards away. The aircraft
T.O. 1 F-86-126, dated 10Otober t954, ha( not canopy ejection charge and tube were found intact.

been complied with. Form 781-2 of the aircraft Parts of the seat ejection system found indicated
showed that the canopy sealing was worked on 10 that it had fired on impact,

March because cockpit was not holding pressure. Aircraft history revealed that the aircraft was

Cockpit altitude should have been approximately written uip five (Iaays before the accident because

22,000 feet if piressurization was wor-king. . Since c'ockpjit would not hold pressurization due to fail-

the flight was at :30,000 feet and if pressurization ure of the seal, The second flight made on the same

failed, hypoxia would occur in a short time if ai- day, however, was written up as "OK." The test

other part of the oxygen system had also failed. fat appears to have been performed in a rather

It is believed that pilot was unconscious dua'ihvy haphazard manner since the work sheets were im-

iescent. The pfilot was well aware aci very (apal'he properly filled out. The pilot's experience in jet
Sin performing any required corrective ation had aircraft was rather limited. He had a total 36 hours

he been conscious. Hypoxia was suspected as a pos- and 45 minutes ii jets, all in the T-33 and F80
sible cause. The caus .e of the accident was listed an45tittei JsllithT33ndF8

sibl case.Thecaus oftheaccdeui wa l~tcd type aircraft. The pilot had only flown tile F-80

as undetermined; possible contributing cause, pilot aircraft one hourc and 15 minutes in the last 90

unconscious due to hypoxia or an attack of somne ayrs. He had no weather or instrument time in

kind. Lack of oxygen could have been file to regu- jets. (Hause. of the accident was undetermined; pos-

]ator failure or quick disconnect becoming disen- sible contributing cause factors were listed as by-
Sgaged or separated. poxia, possible improper flight planning, pilot may

have lacked necessary proficiency for this flight

riief No. 5 F-86E suince the cloud top rose ablrutly lt to 41,000 feet on

While flying a routine mission at 35,000 feet, the day of the accideth,. and lie was to 11 - VFR,

the wingman overs.hot tlhe leader. The leader re.- 1.000) feet oil tolp.
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TAB B

SAMPLE
PART I PILOT'S REPORT

HYPOXIA INCIDENT REPORT

FLYING TRAINING AIR FORCE

AIR FORCE BASE GREEN AF BASE, MISSOURI

REPORT NUMBER 3

Date of incident 7 June 1955 Type aircraft and number T-33 472
Time of takeoff 1230 ____ Time of Incident 1445

Did you use P. McCripe check Yes Findings Mild Hypoxia Incident
Indicated altitud.e 18,000' Cabin altitude was not checked

Type regulator used A-14 Type nmak and size MS 2200-1 Small
Oxygen system pressure 200 lbs. Automix and dial setting Normal/Normal
Which cockpit Front Dual or solo Dual

Describe in your own words what happened:

Flying for approximately one hour at an altitude varying
from 12,000 feet to 18,000 feet. They went up to 18,000 feet to
perform acrobatics and after about 30 minutes cadet noticed he
was blacking out much easier than formerly while pulling between
4-6 "'Gs". Next he became nauseated but did not vomit. While
coming out of a split S he blacked out, for approximately 10
seconds. Upon coming out of this, hi. head was on the side of

the cockpit and he felt giddy. Instructor noticed his condition
and descended immediately and landed. Cadet began to feel better
and nausea left at approximately 5,000 feet so that he landed
the aircraft with no difficulty. Check of oxygen hose upon
landing showed frayed area with hole in it.

PART II FLIGHT SURGEON'S REPORT

Carbon monoxide determination:
Negative

Any factors predisposing to hypoxia at time of flight:
Check of oxygen equipment prior to flight was normal. No

factor predisposing to hypoxia.

Give a word picture of incident from your point of view indicating possible cause
of incident:

Slow leak present in oxygen tubing reduced amount of avail-
able oxygen to Cadet. The low altitude and cabin pressurization
combined resulted in only a small amount of oxygen to be needed
by the Cadet. This was the reason thc symptoms were present
over a 30 minute period of time and were never too severe but
were slowly becoming worse and prompt recognition of the condi-
tion prevented a more severe case of hypoxia. Symptoms com-
pletely cleared up at lower altitude.

/s/t/ John DoPe, 1st Lt. USAF (MCJ
FLIGHT SURGEON

1 ()



SAMPLE
PART III PHYSIOLOGICAL TRAINING OFFICER REPORT

Helmet type P-3 Helmet fit Good

4 Oxygen mask: type A-13A Size_ __ Fit- Good

Date of last fitting 8 June 1954 Where Physiological Training Unit
Green AFB, Missouri

Describe anything significant about tile mask condition:

Mask was in good condition.

Aircraft: type T-33 Ntimber 472

Describe any significant findings from your inspection of the aircraft's oxygen
system:

The hole in the regulator hose indicates that the F. Mc CRIPE
check was not performed properly although it was signed off in
the Form !. A check of the hose is part of the pre-flight check
and the "blow back" check would also have indicated a leaking
hose.

Inspected by A/IC James Smith

Date of last physiological training (pilot) June 1954

Number of classroom hours 30 . Number and type of chamber flights

Two chamber flights, types I and II.

Describe anything significant in chamber flights

None

Recommendation:

This hypoxia incident indicates that some pilots are making
inadequate F. Mc Cripe check or are making the check "on the
Form I" only. It is recommended that this incident be brought
to the attention of all section commanders and all concerned
personnel be rebriefed on the importance of a complete and
thorough check.

/s/t/ JOHN JONES
Captain, USAF
Physiological Training Officer
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SAMPLE
PART IV FLYING SAFETY OFFICER'S REPORT

Did this incident occur to a student or instructor Student

Give any informiation not listed previously which has a bearing on this incident:

No additional information. I have reviewed the report and
concur in the findings and recommendations of the Flight Surgeon
and Physiological Training Officer.

Recommendations:

The statement of instructor pilot indicates the student made
the landing after having been blacked out for a period of 10
seconds. It is recommended that in similar cases the instructor
fly the aircraft since the residual effects of the hypoxia are
not known shortly after recovery.

/s/t/ JAMES DOE
Captain, USAF
Wing Flying Safety Officer

I have read the inclosed reports and wish to make the following recommendations:

I concur in the recommendations of the Physiological
Training Officer and the Flying Safety Officer and have directed
action for compliance therewith.

/s/t/ JAMES BLACK
Colonei, USAF
Commander, Green AFB
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TAB C

BRIEFS OF FLYING TAF NON-FATAL

HYPOXIA INCIDENT REPORTS

SUBMITTED ON T-33 AIRCRAFT

Severe Hypoxia nate with whiffs of oxygen. After a few seconds
C Nhad elapsed the pilot asked the passenger if the use

SCaeN.of the inhaler helped his condition. When no re-
Prior to takeoff, student pilot in rear cockpit sponse was made the pilot took another look and

connected his oxygen mask to the system in the saw that the passenger's mask was still not con-I recommended manner and made the P. McCRIPE nected. The passenger was told to connect his mask
check. At an altitude of 5,000' the blinker was but ignored the instructions. The pilot shouted in
checked and found to be working. No checks were hopes that he might arouse him to react instine-
made of tile system at 12,000' and 20,000'. Dur- tively, but it was too late. The pilot then reduced
ing the climb the student pilot experienced a slight the power and hit the dive brake in an effort to
headache antd groggy feeling which he attributed maintain a rapid and a controlled rate of descent.
to a cold lie had. Shortly after the aircraft passed The passenger's head fell forward and a slight pres-

through 25,000' the student passed out, His condi- sure of his body was felt against the stick, however,
q.ý tion was not observed by the instructor until the it did not affect the pull-out of the aircraft. The

aircraft was leveled off at 35,000'. The instructor nearest base was contacted and informed of the
then let down immediately and the student regained situation and the pilot's intentions to descend and
consciousness at about 18,000', being unaware that land. As the aircraft reached 7,000' indicated, the
he had lost consciou ness until told bv the insiruc- 1)asnger "snapped to life" and fastened his mask.
ltot. On checking the oxygen system ihe found the The pilot asked him how he felt and he replied,
quick disconnect to be unplugged. He immediately "I feel real good, in fact, I feel better than I did
plugged it in and switched to 1007/ and (breathved when we were at 38,000'." Later conversation re-
100% oxygen until the aircraft was landed. He vealed that the passenger, as he first came to, was
"was examined by a doctor immediiatelv and his con. trying to figure out what the aircraft was doing at
dition was found to be satisfactory. 7,000' when he knew they were supposed to be at

it is believed that when the student pilot con- 3B,000', Since the passenger's condition peared
Snectec the oxygen hose before takeofr, he0 (lid n iot much improved, the pilot momentarily considered
have it fastened securely. Somewhere above 5,000' the idea of proceeding to his original destination.
the quick disconnect came apart but wasn't noticed However, oil the basis of previously read incident
Sbecause no further oxygen checks-were madle. reports involving poor judgment in such matters,

t emth hlihe decided the best course of action was to land theIt is recom sended that the iniportain , of fre- aircraft as planned and obtain a written consent ofi quent oxygen checks, while in tlighl, Ibe re-ernpha-
i sized to all flying personnel, a fliglt surgeon before proceeding.

The successf'ul landing was subsequently made
Case No. 2 andd the passenger was examined by doctors and

While on a flight at 38,000' indicaled and a 0,1funI to have r'coverel from his Iypoxic condi-• li6on. The flight sturgeon replac~ed ihim onl DNIF for
proximately 32,000' cabin pressure, the pilot heard im

SPVi11ral days dUe to swollen e.ar (drums Which oc-a rushing of air normally allribuled to mask re.
moval. On checking the passenger in the rear cock- (curred as a rIsult of the rapid d(escent.

pit through Ihis rear view mirror, the pilot notice(d I was recolmtmrlended that consideration he given
that he had removed his mask for the IiUrposc of ' O a itmandatoary i'retuirenltm l thal any person experi-
clearing los nose. The pilot tohld him not to leave erl'ilig a hryloxic ('o(Idithi1 be required to land the
the mask away from his face too long and handed aircraft' aim receive wrilten pericission prior to any
him a benzedrine inhaler wilh instructions ito allter- f'lrhei-r flving.

13



1•" Moderate ll vtsori.

[ Case No. I Cfi,we No. 2

Pilot took off o ni it solo navigation mission and ;\Vier 30 minutes of flight at an altitude of 30,-
climbed to 30,000'. After approximately 20 inin- 000' cabin altitude 20,000' pilot removed his oxy-
uites of flight at this altitude he. noticed a dimming gen mask in order to put his sunglasses on. In ap-

of visioni, di.ziness and hot tingling sensation of' proximately 30 seconds after removing his mask,

the legs, which were similar to Con(lition's noted in the pilot became definitely groggy due to hypoxia.
the altitude chiamber. Fle imri(diatelN •:,CV. the He immediately notimied the rear seat occupant that
oxygen setting on safety and simultaneously started he was hypoxic and to take over the controls. He
to descend. The bliinker was operating and iilical- was unable to replace his mask until the aircraft
ing that oxygen was flowing properIy. The airciraft descendcd from altitude. At the lower altitude the
was leveled off at 14,000' and the pilot switc(hed to hypoxia symptoms were relieved and the pilot re-
the 100% setting. At this time, he noted the oxygen placed his oxygen mask and returned to a pres-
pressure to be 300 PSI and the pressure remained sure setting.
at 300 PSI for the next 10 minutes. He called the Investigation disclosed that the pilot's oxygen
control ship informing him of the situation and he mask was entirely defective. The rubber face piece

was told to return to Itle field and also to check his was rotten and entirely open to ambient air. It is
cabin pressure. Cabin pressure at 14,000' indicated felt that (lie to the defective mask the pilot was
was 8,000'. At the 14,000' level the tingling sensa- undoubtedly partially hypoxic prior to removal of
tion and dizziness left although his vision was still his mask. The fact that he was able to recognize his

slightly hazy. A normal landing was made and the symptoms probably prevented a more serious sit-
pilot's vision improved, however, he still felt weak nation. The incident was attributed to: (1) a de-
for a period of two hours after landing. A check fective mask and (2) improper procedure at alti-
of the system after landing disclosed that the pilot's lude.
mask was dirty and( loose and would not hold safety It was recommended that this incident be given
pressure. wide dissemination and that pilots be reminded of

It is recommended that pilots be consistently re- the hazard with flying with unfit or unsuitable
minded to keep thieir masks tight and( clean, masks.

I;ll



TAB D

PERTINENT DATA EXTRACTED FROM FLYING TAF NON-FATAL
HYPOXIA INCIDENT REPORTS SUBMITTED ON THE T-33 AIRCRAFT

Period: 1 July 1954 through 31 December 1955

SEVERE HYPOXIA
INCIDENT CABIN ACTUAL

NUMBER ALT. (Ft.) ALT. (Ft.) COMMENTS

1 14,000 25,000 Due to anti-seize compound in oxygen system.
2 Not Reported 18,000 Caused by leak in oxygen tubing.
3 19,000 22,000 Student had poor mask fit and exercised poor oxy-

gen discipline.
4 15,000 24,000 Lowering of seat crimped oxygen host restricting

the flow of air. Oxygen mask was also slightly
dirty and loose.

5 24,000 30,000 Caused by quick disconnect separation in flight.

6 15,000 20,000 Regulator Diaphragm was ruptured; exhalation
valve was not properly seated.

7 24,000 35,000 Quick disconnect separated during flight. Frequent
inflight oxygen checks not made.

8 32,000 38,000 Removed mask to clear nose, apparently left mask
off too long.

PERTINENT DATA EXTRACTED FROM FTAF NON-FATAL
HYPOXIA INCIDENT REPORTS SUBMITTED ON THE T-33 AIRCRAFT

Period: I July 1954-31 December 1955

MODERATE HYPOXIA

Incident Cabin Actual
Number Alt. (Ft.) Alt. (Ft.) Comments

1 Not Reported 25,000 Due to anti-seize compound in oxygen system.
2 Not Reported 40,000 Cause not reported; post-incident check revealed

the oxygen system to be normal.
3 Not Reported 30,000 Quick disconnect separated during flight.
4 28,000 40,000 Quick disconnect separation in flight.
5 21,000 21,000 Quick disconnect separated during flight.
6 12,000 20,000 Due to poor mask fit.
7 23,000 30,000 Temporary failure or malfunction of regulator me-

tering system due to dust particles.
8 28,000 40,000 Dirty oxygen mask.
9 17,000 20,000 Poorly fitting helmet and oxygen mask.

10 12,500 18,000-20,000 Regulator Diaphragm ruptured.
11 Not Reported 21,000 Quick disconnect separated during flight.
12 20,000 20,000 Exhalation valve in oxygen mask not fully seated.
13 34,500 37,000 Flew 45 minutes on normal- normal setting with

cabin pressure at 34,000-35,000 feet.
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MODERATE HYPOXIA (Cont'd)

Incident Cabin Actual
Number Aft. (Ft.) Alt. (Ft.) Comments

14 34,500 30,000 Puncture in regulator diaphragm.
15 15,000-18,000 20,000 Quick disconnect separated in flight and slight leak

in regulator diaphragm.

16 18,000 20,000 Quick disconnect separated in flight.

17 20000 20,0nnn Regulator diaphragm punctur.d. dump valve for
cabin pressurization was open consequently
cabin was not pressurized.

18 Not Reported 35,000 Quick disconnect separated in flight, had not beencompletely seated in C-ring. Improper 5,000,
12,000, 18,000 feet and level off checks.

19 20,000 20,000 Poor cabin pressurization.

20 15,000 22,000 Poorly fitting helmet and oxygen mask; mask would
not hold a safety setting.

21 12,500 20,500 Poor mask fit, moyement of mask on face evidently
allowed ambient air to enter mask. Recommend
that mask check be accomplished twice a month
by qualified physiological personnel.

22 Not Reported 30,000 Oxygen mask dirty and loose, would not hold safety
pressure.

23 18,000 22,000 Poorly fitting mask. Briefings on hypoxia are being
given at more frequent intervals in flying training
sections as a result of this incident.

24 28,000 30,000 Slight leak in oxygen mask due to inhalation port
covers not fitting correctly; regulator probably
faulty as pilot could blow back through it.

25 11,500 20,000 Oxygen rnask leaked on safety and 41 M settings
badly. Inhalation ports were very dirty.

26 28,000-30,000 30,000 Defective fitting mask. Student inadequately briefed
resulting in probable improper operation of
equipment by student.

27 21,000-23,000 30,000 Defective regulator diaphragm.

28 20,000 30,000 Removed mask to put sunglasses on and became
hypoxic in approximately 30 seconds. Appar-
ently slightly hypoxic before removal of mask
as rubber face piece was rotten and entirely
open to ambient air.

29 28,000 38,000 Regulator leaked on pressure settings. 400 pounds
of oxygen used in 1 hour and 20 minutes.
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h ,•MODERATE HYPOXIA (Cont'd)

Incident Cabin Actual
!Number Aft. (Ft.) Alt. (Ft.) Comments

30 15,000 26,000 Faulty regulator.

31 14,000 20,000 Leak in regulator hose. Regulator leaked on all
settings.

32 17,000 21,000 Poorly fitting and dirty oxygen mask.

33 23,000 30,000 Poorly fitting mask, leaked on all settings.

34 5,000 22,000 Regulator diaphragm ruptured.

35 17,000 26,000 Quick disconnect separated in flight.

36 18,000 21,000 Oxygen exhalation stuck in open position allowing
outside air to be inhaled when end of mask hose
was shut off.

37 12,000 20,000 Quick disconnect separated in flight.

38 Not Reported 27,000 Regulator was unsatisfactory due to unknown in-
oR rternal factor(s). Regulator hose connection at

the ejection seat was found to be slightly loose.

39 14,000 28,000 Student installed expiration valve incorrectly; failed
to do P. McGRIPE check before flight and failed
to recognize onset of hypoxia even though he
"gained relief .rnom symptoms three or four times
by using 100% oxygen.

40 10,000 25,000 Quick disconnect separated in flight, student failed
to connect it properly after checking it.

41 22,000 35,000 Poorly fitting oxygen mask, would not hold a safety
setting. Possible bad exhalation valve.

42 16,000 20,000 Oxygen hose accident disconnected where it is
spliced to the ejection seat. Post-incident irnspec-
tion revealed that almost half the T-33 aircraft
on the base had aor identical improper installa-
tion of the oxygen hose on the ejection seat.

43 13,000-14,000 21,000 Regulator did not operate properly.

44 Not Reported 28,000 Pilot removed mask and left it off too long.

45 Not Reported Not Reported Red tape was found in oxygen quick disconnect,
partially covering oxygen supply line.

46 15,000 21,000 Regulator leaked on safety setting.

47 9,000 18,000-21,000 Cause unknown.
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"- -DEPARTMENT OF THE AIR FORCE

HEADQUARTERS AIR FORCE MATERIEL COMMAND

WRIGHT-PATTERSON AIR FORCE BASE OHIO

FEES 1 9 2002

MEMORANDUM FOR DTIC/OCQ (ZENA ROGERS)
8725 JOHN J. KINGMAN ROAD, SUITE 0944
FORT BELVOIR VA 22060-6218

FROM: AFMC CSO/SCOC
4225 Logistics Avenue, Room S132
Wright-Patterson AFB OH 45433-5714

SUBJECT: Technical Reports Cleared for Public Release

References: (a) HQ AFMC/PAX Memo, 26 Nov 01, Security and Policy Review,
AFMC 01-242 (Atch 1)

(b) HQ AFMC/PAX Memo, 19 Doc 01, Security and Policy Review,
AFMC 0 1-275 (Atch 2)

(c) HQ AFMC/PAX Memo, 17 Jan 02, Security and Policy Review,
AFMC 02-005 (Atch 3)

1. Technical reports submitted in the attached references listed above are cleared for public
release in accordance with AFI 35-101, 26 Jul 01, Public Affairs Policies and Procedures,
Chapter 15 (Cases AFMC 01-242, AFMC 01-275, & AFMC 02-005).

2. Please direct further questions to Lezora U. Nobles, AFMC CSO/SCOC, DSN 787-8583.

L RA U. NOBLES
AFMC STINFO Assistant
Directorate of Communications and Information

Attachments:
1. HQ AFMC/PAX Memo, 26 Nov 01
2. HQ AFMC/PAX Memo, 19 Dec 01
3. HQ AFMC/PAX Memo, 17 Jan 02

cc:
HQ AFMC/HO (Dr. William Elliott)



DEPARTMENT OF THE AIR FORCE

HEADQUARTERS AIR FORCE MATERIEL COMMAND
WRIGHT-PATTERSON AIR FORCE BASE OHIO

NOV 6, G 2nn

MEMORANDUM FOR HQ AFMC/HO

FROM: HQ AFMC/PAX

SUBJECT: Security and Policy Review, AFMC 01-242

1. The following material has been reviewed for security and policy IAW AFI 35-101, Chapter
15. It is cleared for public release:

a. "Investigation of A-4 Sight in F-86E Airplane, 18 July 1952, DTIC No. AD-473 192

b. Operational Suitability Test of Open Gun Ports for F-86 Aircraft, 31 August 1949, DTIC
No. AD-B971 411

c. Letter Report on Relative Aerial Combat of the F-84E Versus the F086A Capability, 30
January 1951, DTIC No. AD-B971 840.

2. Two reports require clearance from other organizations. Hypoxia and Undetermined Jet
Accidents," will be reviewed by 3 1 1th Human Systems Wing, and "RCAF Ejection Experience,"
will be forward to Air Staff for coordination with RCAF.

3. If you have any questions, please call me at 77828. Thanks.

ecurity and Policy Review
Office of Public Affairs

Attachment:
Your Ltr 26 November 2001



26 November 2001

MEMORANDUM FOR: HQ AFMC/PAX
Attn: Jim Morrow

FROM: HQ AFMC/HO

SUBJECT: Releasability Reviews

1. Please conduct public releasability reviews for the following attached Defense
Technical Information Center (DTIC) reports:

a. Investigation of A-4 Sight in F-86E Airplane, 18 July 1952; DTIC No. AD- 473
192.

b. Operational Suitability Test of Open Gun Ports for F-86 Aircraft, 31 August
1949; DTIC No. AD-B971 411.

Cr Q0 Hypoxia and Undetermined Jet Accidents, 19 October 1956; DTIC No. AD-l115
661.

,.k d. Letter Report On Relative Aerial Combat Of The F-84E Versus The F-86A

Capabilitv, 30 January 1951; DTIC No. AD-B971 840.

ýRcA F Ejection Experience, 1952-1961, 1965; DTIC No. AD-465 17 1.

2. These attachments have been requested by Dr. Kenneth P. Werrell, a private
D / researcher.

3. The AFMC!HO point of contact for these reviews is Dr. William Elliott, who may be
reached at extension 77476.

"'tommand Historian

5 Attachments:
a. DTIC No. AD- 473 192
b. DTIC No. AD-B971 411
c. DTIC No. AD- 15661
d. DTIC No. AD-B971 840
e. DTIC No. AD- 465 171


